Le langage élaboré chez les patients traumatisés crâniens  by Rousseaux, M. et al.
Références
[1] Johansson M, Carlsson M, Östberg P, Sonnander K. Communication
changes and SLP services according to significant others of persons with
aphasia. Aphasiology 2012;26(8):1005–28.
[2] Lock S, Wilkinson R, Bryan K, Maxim J, Edmundson A, Bruce C, et al.
Supporting partners of people with aphasia in relationships and conversation
(SPPARC). Int J Lang Com Disord 2001;36(suppl.):25–30.
http://dx.doi.org/10.1016/j.rehab.2013.07.670
CO53-006-f
Le langage élaboré chez les patients traumatisés
crâniens
M. Rousseaux a,*, P. Dei Cas b, S. Gossery b, C. Jaman b, J. Barbaut b,
L. Level b
a CHRU de Lille, Service de rééducation neurologique, 59700 Lille, France
b Institut d’Orthophonie, France
*Auteur correspondant.
Adresse e-mail : marc.rousseaux@chru-lille.fr
Mots clés : Langage élaboré ; Traumatisme crânien ; Syndrome dysexécutif
Objectifs.– Le langage élaboré est l’expression d’un savoir sémantique et
lexical et d’un savoir-faire linguistique. Il comprend des éléments de méta-
langage et de pragmatique. Les patients traumatisés crânien (TC) ont souvent un
respect des capacités lexico-syntaxiques élémentaires. Mais ils sont en échec de
communication et ceci pourrait résulter pour partie d’une atteinte du langage
élaboré. Notre objectif a donc été de l’évaluer.
Patients et méthodes.– Nous avons inclus 44 patients victimes d’un traumatisme
crânien, le plus souvent sévère (GCS inférieur à 8). Le temps moyen après le
traumatisme était de 8,1 mois. Le langage élaboré était analysé par 15 tests :
définitions, évocation à partir de la définition, construction de phrases,
synonymes, antonymes, polysémie, intrus, différences, expression imagées,
proverbes, logique verbale, phrases absurdes, discours procédural, discours
déclaratif et discours argumentatif. Il y avait trois niveaux de difficulté
croissante pour chaque subtest. La performance des patients était comparée à
celle d’un groupe de sujets contrôles appariés.
Résultats.– L’analyse multivariée montrait un déficit global (p < 0,05) des
patients, avec une atteinte préférentielle des synonymes, antonymes,
différences, intrus, proverbes, expressions imagées et de la logique verbale.
Mais les définitions et le discours étaient relativement préservés. Il y avait un
effet du niveau de difficulté, car la plupart des déficits affectait les items plus
difficiles. Ces troubles étaient corrélés à la sévérité des perturbations du langage
dans les tests classiques (fluences verbales, dénomination) et au syndrome
dysexécutif, mais pas ou peu aux troubles de la mémoire verbale.
Conclusions.– Les patients TC peuvent présenter une atteinte du langage élaboré
alors même que leurs capacités langagières basales sont relativement bien
préservées. Ces troubles pourraient être favorisés par le syndrome dysexécutif. Ils
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The speech therapy is now recognized as part of the therapeutic arsenal
available for PD patients and its remit has widened (speech, swallowing,
micrographia, cognitive disorders). Rehabilitation is all the more essential that
targets aspects of the symptoms being in the axial disorders not very sensitive to
medication or surgery.
Management is established in long-term and evolves to adapt to the evolution of
the disease. The earliness is essential to address optimally against the inevitable
increase in difficulty.
Rehabilitation of hypokinetic dysarthria of PD has a protocol whose
effectiveness has been evaluated in several studies and the Lee Silverman
Voice Treatment is recognized as the management of reference during a long
time along the course of the disease. This intensive treatment targets the
predominant parkinsonian dysarthria elements (phonatory and prosodic
disorders) and makes improvements on all aspects of speech. Other techniques
used to improve the rythm and fluence and the articulation. In period of decline,
the goal is to maintain the communication.
As disorders of speech, swallowing disorders are early and are significant for the
evolution of PD. Most often not identified by patients, they relate saliva, liquids
and solids. Rehabilitation targets the training of motor skills and sets up the
necessary adjustments and compensations.
Rehabilitation of the micrographia aim to maintain the functional writing,
according to individual needs. She responds favorably to intensive sessions.
The therapy of dysexecutive syndrome and attention disorders is currently being
developed without a specific approach to the MP. Its impact should be assessed.
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Introduction.– Since 2005, a systematic follow up of patients has been setup in
the Reference Center For Adult Neuromuscular Diseases of Reims, especially
to detect and prevent the potential consequences of dysphagia.
Materials andmethods.– Most of the patients suffered from myotonic dystrophy
type1. Eigthy-nine patients were followed up among whom 73% had dysphagia.
Regular examinations of these patients allowed us to acquire a precious clinical
experience both for the interrogatory and the examination (including a real
deglutition evaluation) and to note the lack of knowledge of private health
professionals of specific dysphagia troubles in DM1.
Results.– Forty percent of dysphagic DM1 patients declared having no trouble
at first. A precise questionnaire is essential. It should be completed by a rigorous
examination to classify wether the patient is at risk of dysphagia complications
or not. The evaluation does not necessarily end up with a specific reeducation as
most of DM1 patients are not willing for regular supervised exercises.
Nevertheless, some advice can be explained to them in order to lower the risk.
Indeed, 57% of the patients who had explanations but no specific reeducation,
had a significant reduction and even in some cases a disparition of dysphagia
troubles at the one-year follow up examination.
Based on this observation, a booklet has been written with the aim of pursuing
the specific care given by private speech therapists.
Conclusion.– A rigorous clinical examination including a precise questionnaire,
a physical examination and a real deglutition evaluation is essential to
determine the risk of dysphagia and to elaborate a personnal managing strategy
mostly based on advices more than a reeducation. The EDUCDYSDM1 booklet
presents the specific evaluations and the different managing ways to take care of
dysphagia in patients suffering from DM1.
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